AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —6H1—031926

ARTMENT OF PUBLIC HEALTH AND WELFARE
STATE FILE NUMBER
Registration District No. ____________(_)j*_?_._J’rlmary Registration Distriet No. 1000 Registrar's No. lo 26
AMENDED
1. PLACE OF bEaTH = =T 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence hefore
fay a. COUNTY a. STATE b, COUNTY sdwmisslon)
e Buchanan Mo Buchanan
= b. CCI)LY {If outside corperate limits, give TOWNSHIP anly) lLength of stay in 1b . CCIJIY Inside Limirs
v}
= ow  St, Joseph, h0yTs own  St, Joseph, Yes (X No O
: €. 'I:-l%éP’:‘TAATEOgF {If NOT in hospital, give location) inside Limits d. Asl.:r)%iEETSS {If outside, give location) Reside on Farm
g wstiuTion 6407 So 12th YesX) No 01 6407 So 12th Yes O NoX)
=
3. HAME OF _DE]CEASEIJ First Middle . Last 4, DggE Month Day Yesr
ype or print
Julia . Fisher i Oct.9,1961
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married [] |8. DATE OF BIRTH | #- AGE {lasr birthday) IA:OUNhDER 'D\‘EAR ::UNDER 24 HR
H d : Di d nths ays ours Min.
Female | White wiaowsd ¢ bweeed O |Aug, 15,1890 71 | |
10a. USUAL OCCUPATION {Give kind of work dona [ 10b. KIND OF BUSINESS OR INDUSTRY({ 11, BIRTHPLACE {Clty and state or country) | 12. CITIZEN OF WHAT COUNTRY
during t of worki llfe, even if retired)
2 ‘HouseKee Home Ukranian U.S.4.
9 13s. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—d
Q Martin Malson Petrauda Ha@tsock none
I 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO, 17. INFORMANT Address
< {Yes, no, or unknown} [ {If yes, give war or dates of service)
w no | none ¥ Nellle Fisher, St. JosephMo
o | 'Is CAUSE OF DEATH (Enter only one cause per lina for (), {b], and {c}. v INTERVAL BEJWEEN
< E PART t. DEATH WAS CAUSED BY: NS2 mm
I m = IMMEDIATE CAUSE (a) A —eL ‘a‘ e &C
(o] >
Sle 8 Claacclaces & wicos
i -
& [ =l Conditions, if any, DUE TO {b} W‘/ .
w :"} which gave rise 10 R
212 sbove cause (a),
E = stating the under.
lying cause last. DUE TO (&)
g z PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related 1o the terminal PART |Il. if deceased was female was
,9.' disease condition given in PART | (2} thare a pregnancy in last 90 days.
g 6 ] O Yes | X No I [J Unknown
b E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
g o PERFORMED? m] a o
5 9] YES(J NOLX
g X | 2. TIME OF Howr  Month, Day, Yeer
§ = INJURY a.m.
ui.‘ p.m.
4 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
l@ WHILE AT WORK [ farm, factary, street, office bldg., etc.}
i NOT WHILE AT WORK [
a
h ‘./
é a] 21. | sttended the deceased from io——lﬂlg-zél_lnd lost saw hi.r:-l alive on /7 O'J,'
bl : on the date stated sbove, and to the best of my knowledge, from the causes stared.
g e Death occurred n!_—_lz_l_m.__ﬂ m 7
=4 w 19| = S TENATURE Br Sitle) 22b. AD Z2c. DATE SIGNED
3 5|% et X, R0 | /.10
I e ' 7€,/ -6’
:r “23a. BURIAL, CREMATION, | 23b. DATE [ 23¢. NA.ME OF CEMETERY OR CR MATORY Bd. LOCATION (City, town, or county) - (State)
. i - 7o
g S TLRemOVAL (Spucify / St. Joseph, Mo .,
2 & P~ T9/11/61 ) M. 01ivet C opy | L) -
= < RESS 25. DATE RECD."BY LOCAL REG. |26. REGISTRAR'S SIGNATURE
i
= = t/ Joseph, Mo | 473 7 teg. Clah

(Licensed Embalmer’s Statement on Reverss Side)



STATEMENT-BY..LIGENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this cerfificate was embalmed by me,

Sdchiy

Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalm

P. O. Addre

te: The above ST BE SIGNED BY THE LICENSED EMBALMER.m.hls OWN HANDWRMHNG.
with the gkpunds for revocation of license). v =y )Q\
If embalmied by a STUDEN he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

{Failure to comply




